In a controlled clinical trial. 57 Ss meeting DSM-I/I-R criteria for generalized anxiety disorder, and fulfilling an additional severity criterion, were randomly allocated to cognitive behavior therapy (CUT), behavior therapy (BT), or a waiting-list control group. Individual treatment lasted 4-12 sessions; independent assessments were made before treatment, after treatment, and 6 months later, and additional follow-up data were collected after an interval of approximately 18 months. Results show a clear advantage for CBT over BT. A consistent pattern of change favoring CBT was evident in measures of anxiety, depression, and cognition. Ss were lost from the BT group, but there was no attrition from the CBT group. Treatment integrity was double-checked in England and in Holland, and special efforts were made to reduce error variance. Possible explanations for the superiority of CBT are discussed.
Compared with the substantial progress that has been made in the psychological treatment of phobic and panic disorders (e.g., Barlow, 1988; Clark, 1986; Foaand Kozak, 1985) , progress in the development of effective treatments for generalized anxiety disorder (GAD) has been disappointing. Indications that cognitive techniques may be particularly effective for this population (e.g, Borkovec et al, 1987; Durham and Turvey, 1987; Woodward and Jones, 1980) have not been consistent (e.g., Barlow et al., 1984; Borkovec and Mathews, 1988; Lindsay, Gamsu, McLaughlin, Hood, & Espie, 1987) . In general, treatment effects are small, and treatments from different theoretical backgrounds appear to be equally, nonspecifically effective (see Ost, 1990 , for a review).
One treatment that has been shown to be promising is anxiety managemenl. This led to relatively substantial and clinically valuable improvement in patients with GAD that was significantly greater than the change observed in a randomly allocated waiting-list control group (Butler, Cullington, Hibbert, Klimes, & Gelder, 1987; Butler, Gelder, Hibbert, Cullington and Klimes, 1987) . However, the study that showed this effect left a number of questions unanswered. First, anxiety management contains both cognitive and behavioral components, and it was not clear how much each component contributed to the results, or whether behavioral treatment alone would be equally effective. The issue is important because behavior therapy is a simpler, and thus more economical, treatment than cognitive therapy, which in practice makes use of both cognitive and beThis research was supported by the Medical Research Council of Great Britain.
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Correspondence concerning this article should be addressed to Gillian Butler, Department of Psychiatry, Warneford Hospital, University of Oxford, Oxford OX3 7JX England havioral methods. Secondly, the cognitive techniques in anxiety management were relatively uncomplicated and presented in the context of an overall rationale for anxiety management. This proposed that anxiety is maintained by vicious circles relating to physical symptoms, avoidance, and loss of confidence, and that it can be controlled by breaking into these circles, for example by using applied relaxation and graded exposure and by identifying and examining anxiety provoking thoughts. It seemed possible that a more extensive cognitive treatment, based on an explicit cognitive rationale, would produce better results. Specifically, it might reduce the long-standing tendency to worry excessively that characterizes GAD and is now part of the definition of the condition according to the Diagnostic and Statistical Manual of Menial Disorders (3rd ed, rev, DSM-HI-R, American Psychiatric Association, 1987) . Unlike behavioral treatment, cognitive-behavior therapy (CBT) might have the flexibility and range of application to help patients deal better with common consequences of GAD (such as demoralization, loss of confidence, social anxiety, and depression) and with stressful life circumstances.
The present investigation was designed to provide information relevant to these issues. Two treatments were compared. The first was a cognitive-behavioral treatment modeled on cognitive therapy as described by Beck (e.g., Beck, 1976; Beck, Emery, & Greenberg, 1985; Beck, Rush, Shaw, & Emery, 1979) . The treatment contained cognitive procedures more elaborate than those used in anxiety management. The second treatment was behavioral; it contained the behavioral techniques of anxiety management but none of its cognitive elements. This comparison permitted direct evaluation of the relative efficacy of cognitive and behavioral treatments and hence allowed separate analysis of the main components of anxiety management.
The study also considered four subsidiary questions concerned with the processes involved in change:
1. Is the amount of cognitive change the same after behavior therapy (BT) as it is after CBT? 2. Does cognitive change include changes in long-standing patterns of thinking (values, attitudes, assumptions)?
3. Is CBT more effective than BT for patients who are depressed as well as anxious?
4. Are relapse rates lower after CBT than after BT, given CBT's potential for changing long-standing cognitive patterns?
Method

Overview
Patients meeting DSM-I1I-R diagnostic criteria for generalized anxiety disorder were allocated randomly to one of two therapists and to one of three groups: cognitive behavior therapy (CBT); behavior therapy (BT), or waiting list (WL). Those in the WL group were allocated at the same time to subsequent treatment with CBT or BT. All patients were assessed when referred lo the study. 3 months after the treatment or waiting period, and 6 months after the end of treatment. Patients in the WL group entered treatment after 3 months and completed an additional assessment when their treatment ended. Assessments before and after treatment and at 6-month follow-up were made by an independent assessor who was not aware of the results of the random allocation to group or to therapist. A second more limited follow-up assessment was made in all groups approximately 18 months after treatment had ended.
Patients were offered up to 12 individual sessions each lasting 1 hr. They could stop treatment after a minimum of four sessions provided they no longer experienced significant symptoms of anxiety, their anxiety ratings had been stable for at least 2 weeks, and the therapist shared the patient's confidence that he or she could control symptoms effectively. After treatment, three booster sessions were given at increasing intervals of 2,4 and 6 weeks.
Subjects
Successive referrals were accepted from psychiatric hospital sources and from general practice. Of 161 patients referred, 104 were not included in the study. The main reasons for exclusion were insufficient severity or duration of anxiety (38); other psychiatric diagnoses (37, including 24 with other types of anxiety disorder, mostly social phobia or panic disorder); and failure to attend the interview (23).
Fifty-seven patients entered the study. All met diagnostic criteria for GAD, as defined by DSM-II1-R. Other admission criteria were age between 18 and 65; minimum duration of disorder of 6 months; and a minimum score of 7 on the Leeds Anxiety Scale (Snaith, Bridge, & Hamilton, 1976) . Patients who experienced panic attacks were excluded if they had a primary diagnosis of panic disorder or if their generalized anxiety centered around fear of another panic attack. Patients were also excluded if they met diagnostic criteria for phobic disorder or major depressive disorder, if they were taking antidepressant medication, or if they had received psychological treatment for anxiety within 2 years. Diagnoses were made by an experienced psychiatrist using a structured interview based on the Anxiety Disorders Interview Schedule, ADIS, a reliable method for determining differential diagnoses among the anxiety disorders (Di Nardo, O'Brien, Barlow, Waddell, & Blanchard, 1983) . The interrater reliability of the diagnostic and other exclusion criteria was double-checked in five successive cases by a second experienced assessor. The two assessors agreed about the application of these criteria in every case.
Therapists
Two clinical psychologists, each with a minimum of 8 years experience, treated equal numbers of patients. Both therapists had originally been trained as behavior therapists, had visited the Center for Cognitive Therapy in Philadelphia for training in CBT, and had used the methods for treating both anxiety and depression.
Treatments
Treatment procedures were standardized during 4 months' pilot work. Regular supervision meetings were held throughout the study, and all sessions were audiotaped. Three random samples of tapes, from the beginning, middle, and end of the study, were independently rated by two sets of clinical psychologists familiar with and experienced in both treatments. Raters from Oxford rated all threesamplesof tapes. Raters from Holland rated the first sample only. ' The following aspects of treatment were common to both CBT and BT: giving information about anxiety; explaining the maintenance of symptoms in terms of vicious circles; developing self-management skills and self-reliance through regular practice outside the treatment sessions; and setting the goal that anxiolytic medication should be reduced.
Before beginning therapy, patients were sent a booklet describing treatment and asked to read this carefully before their first session. In the first session attention focused on gathering information about patients' symptoms and resources, eliciting responses to the contents of the booklet including the rationale for treatment, and devising a first homework assignment. Subsequent sessions were structured in the same way for both treatments. After an agenda had been agreed on, the main part of the session was given over to a review of homework, to discussion of particular problems and management strategies, and to setting new homework assignments relevant to what had been discussed. A collaborative style, encouraged by the use of summaries and feedback, was used in both therapies. As treatment progressed, more attention was given to clarifying and defining the particular strategies each patient had found to be helpful. These were summarized by the patient in the final session in the form of a "blueprint," or personal list of helpful ideas for dealing with anxiety in the future. During the fourth session the therapist presented a detailed formulation relating the patient's specific problems and their development to the rationale for treatment and to the methods being used to reduce anxiety. In the booster sessions, progress was reviewed, plans were made for dealing with actual or potential setbacks, and patients were reminded of the strategies that they had found helpful. No new material was introduced at this stage.
Behavior therapy The rationale for behavior therapy was that anxiety is maintained by the person's reactions to symptoms, by avoidance of anxiety-producing situations, and by loss of confidence. It was explained that anxiety can be controlled by learning how to control symptoms through relaxation, by reducing avoidance through graded exposure, and by building confidence through reengagement in pleasurable and rewarding activities.
Progressive muscular relaxation as described by Bernstein and Borkovec (1973) was taught by using taperecorded instructions and practice with the therapist. Patients with panic attacks were also taught how to control their breathing. After they had acquired the necessary skills, patients were taught to apply relaxation when they were mildly anxious before attempting to do so when symptoms were severe. They were also encouraged to build up a repertoire of relaxing activities and to adopt a relaxed pace in daily living.
Whenever possible a hierarchy of graded, regular, frequent and prolonged exposure was initiated, taking account of the fact that avoidance in GAD is variable, is inconsistent, and may take subtle forms.
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The role of avoidance in maintaining anxiety was explained, and patients were advised to use the desire to avoid as a cue to respond with approach instead.
Only behavioral strategies were used to build confidence. These included planning pleasurable or rewarding activities, rcsumingactivities that had been given up because of demoralization or fatigue, discussing behavioral methods for dealing with specific problems, and using self-reward and graded task assignment.
Cognitive behavior therapy. The rationale for this treatment was that anxiety is maintained by anxious thoughts (e.g., about symptoms and about situations that provoke anxiety) and by lack of self-confidence denned as reduced belief in the ability to carry out activities successfully. It was explained that anxiety can be controlled by learning to recognize anxious thoughts, to seek more realistic and helpful alternatives, and to take action to test these in practice. CUT resembled cognitive therapy as described by Beck et al., (1985) , and the booklet describing this treatment was approved by Beck. Activity schedules and records of dysfunctional thoughts were used to identify anxious thoughts and to develop the skills needed to examine them and to formulate alternatives that could be tested in subsequent behavioral assignments. Copies of the booklets describing both treatments are available from Gillian Butler.
Measures
There is no consensus on criterion measuresofGAD. For this reason abroad range of measures was selected, including measures of anxiety, depression, and cognition. This facilitated comparison with otherstudies, provided information relevant to the subsidiary questions concerning the processes of change, and provided a source of hypotheses for future research.
Ratings of mood The assessor rated anxiety using the Hamilton Anxiety Scale (Hamilton, 1959) and rated anxiety and depression using the 9-point rating scale devised by Watson and Marks (1971) . Patients completed self-ratings of anxiety and depression using similar 9-point ratingscales and the Leeds Scales (Snaith el al., 1976) . They also completed the STAI-Trait Scale (Spielberger, Gorsuch, & Lushene, 1970) ; the Beck Anxiety Inventory (BAI; Beck, Brown, Epstein, & Steer, 1988) ; and the Beck Depression Inventory (BDI; Beck. Ward, Mendelson, Mock, & Erbaugh, 1961) . The BAI and BDI were completed before every therapy session as well as at all assessments.
Measures of cognition. The assessor helped patients to identify specific thoughts occurring when they felt anxious. These were rated on a 9-point scale according to how much they distressed the patient. Patients also completed the Dysfunctional Attitude Scale (DAS; Rush, Weissenburger, & Eaves, 1986) ; the Cognition Checklist (CCL; Beck, Brown, Eidelson, Steer, & Riskind, 1987) ; the Fear of Negative Evaluation scale (FNE; Watson and Friend, 1969) ; and two measures described in detail by Butler and Mathews (1983) : the Subjective Probabilities Questionnaire (SPQ), measuring the perceived likelihood of unpleasant threatening events concerning the patient, and Interpretations, a measureof the extent to which anxious people interpret ambiguous material in a threatening way (see also Clark et al., 1988; McNally & Foa, 1987) . Both these questionnaires were modified to take account of the typical content of thoughts in GAD (Butler, Gelder, etal., 1987; Hibbert, 1984) .
Expectations. Expectations about the outcome of treatment were rated by patients on a 0-8 scale, after they read the booklet and again 4 weeks later. Patients also rated the perceived suitability of treatment on a 0-8 scale before and after treatment. The same rating scales were used in Butler. Cullington, et al. (1987) .
Background and descriptive data With the help of the assessor, patients identified up to three major problems and rated on a 0-3 scale their severity and degree of interference with their lives. During the structured interview, the assessor collected information about situational anxiety; avoidance, anxious thoughts, panic attacks, strategies already used for coping with anxiety, and the consumption of alcohol, caffeine, cigarettes, and prescribed drugs.
Two measures were added after the study had begun, so data are available for just over two thirds of the sample. The first was a 0-8 rating of demoralization ("To what extent do you feel demoralized by your symptoms? How much are they 'getting you downT") and of the degree to which symptoms undermined self-confidence. This was added after predictive analyses of data collected in our previous study indicated that degree of demoralization might predict response to treatment (Butler & Anastasiades, 1988) . The second was a 0-8 rating of genera] functioning made by the independent assessor. This was introduced because other anxiety ratings did not reflect the extent to which functioning at home and at work was being achieved by the use of medication or avoidance. Patients who maintained low levels of anxiety in these ways were rated as functioning poorly.
Results
Characteristics of the Sample
Of the 57 patients, 8 were men: 1 in the CBT group, 3 in the BT group, and 4 in the WL group. About one third of the referrals to the study were men, and the low proportion of men in the final sample reflects their greater attrition at every stage.
Thus a higher proportion of men than women failed to attend for assessment or were considered unsuitable because they had mild problems or had diagnoses other than GAD. There is no obvious explanation for this finding, which is not consistent with our previous work, and it is not discussed further. There was no significant difference in the mean ages of patients in the groups (CBT = 32.6, BT = 34.1, and WL = 38.3), nor in their marital status at the start of the study (CBT = 14, BT = 13, and WL=15).
Duration. The mean duration of the current episode was approximately 3 years for all groups (CBT = 36.8 months, BT = 34.1, and WL = 37.6). This measure may underestimate duration, as GAD is known to fluctuate in severity Also many patients reported that they had always been worriers (CBT =11, BT = 13, WL =11), suggesting that at least some degree of anxiety had been present before the onset of the current episode.
Attrition. None of the patients allocated to CBT (either immediately or after the waiting period) dropped out during treatment. Three patients dropped out of BT, 1 had received immediate treatment, and 2 had entered from the WL group. There were no dropouts in the WL group during the waiting period. Note. Raters from Maastricht rated the first third of the sample tapes; raters from Oxford rated samples from the beginning, middle, and end of the trial. BT = behavior therapy; CBT = cognitive behavior therapy; change after treatment (CBT = 6.5, BT = 5.5). Neither rating differed significantly between groups or between occasions.
Treatment Integrity
The two sets of independent raters, in Oxford and in Maastricht, identified the treatments correctly in all the tapes submitted to them. The specific content of the sessions was also rated as clearly different between CBT and BT. In BT sessions the time spent working on anxious thoughts was rated as zero, and during CBT the time spent working on graded practice to counteract avoidance was zero. Judges also checked three aspects of CBT or BT as present or absent giving a 0-3 rating for the appropriateness of the content of a session. For CBT these aspects were identifying specific anxiety-related thoughts, findi ng alternatives to such thoughts, and setting related homework. For BT they were identifying situations the patient was avoiding, selecting targets to approach, and setting graded practice for homework. The appropriateness of CBT session content was rated 2.9 by the British and 2.8 by the Dutch raters; that of BT was rated 2.7 by the British and 2.3 by the Dutch raters. These scores indicate that three key aspects of treatment were present in the majority of the tapes sampled.
Nonspecific treatment factors were defined and rated on 0-6 point scales. Three sets of questions referred to the structure of the session, the degree of collaboration between patient and therapist, and the quality of the patient's relationship with the therapist. These aspects of therapy have been described as characteristic of CBT by Beck (e.g. Beck et al., 1979; Beck el al., 1985) . However, they are also aspects of good clinical practice and should thus be present in BT also. Table 1 shows strong agreement between the ratings made of the two treatments by the two sets of raters.
Preliminary Analyses
Multivariate analyses of variance (MANOVAs), carried out separately for measures of mood and for cognitive variables, revealed no significant differences between the groups at the start of the study. Table 2 shows that the groups were closely similar on all measures.
2 Similar analyses revealed no main effect of therapist or interaction between therapist and treatment condition, and this variable was not included in subsequent analyses of treatment effects. The mean number of treatment sessions was almost identical between groups (CBT = 10.7; BT = 10.6, range == 4-12).
Treatment Outcome
Dijj erences between groups after treatment. Means and standard deviations for the outcome measures are shown in Table 2 . One patient in the BT group dropped out before reassessment, leaving 18 in the BT group compared with 19 in the other two groups. MANOVAs were used to take account of interrelationships between measures and to yield an overall assessment of treatment effects. These showed significant differences between the groups at the second assessment. Thus there were significant Group x Time interactions for the 10 measures of mood, F(2, 53) = 13.46, p<. 0001, and for the six measures of cognition, F(2, 51) = 11.33, p < .0001. The precise source of these effects was explored by analyzing the variables separately with univariate analysis of covariance (ANCOVA) and Tukey tests, using the scores on the first occasion of assessment as the covariate. The results of these analyses are shown in Table 3 . The CBT group differed from the WL group after treatment on all measures of anxiety, on half the measures of depression, and on 5 of the 6 measures of cognition. The BT group differed from the WL group on one measure of anxiety, one of depression, and two of cognition. The difference between the two treatment groups at this stage, in each case favoring CBT, reached significance on three measures of anxiety, one of depression, and two of cognition.
• Differences between groups at follow-up. Data from the 2 patients who had to be withdrawn from the BT group could not be included in the comparison of the groups at follow-up. Scores for 2 more patients, 1 in each group, were excluded from this analysis because these patients had required additional treatment during the interval since treatment had ended. Thus the comparison is made between 18 patients in the CBT group and 15 in the BT group. The CBT group differed significantly from the BT group on half of the measures of anxiety, one of the measures of depression and five of the six measures of cognition. Thus a very consistent pattern of change favoring CBT was observed in the three main domains of measurement: anxiety, depression, and cognition (see Figure 1) .
Within-group change. Within-group t tests (Table 4) indicate that from pretreatment to posttreatment, patients in the CBT group improved significantly on all of the measures of anxiety and cognition and on three out of four measures of depression. Patients in the BT group improved significantly on five out of six measures of anxiety (not including the measure of trait anxiety), on one measure of depression, and on three measures of cognition. Patients in the WL group did not change signifi-2 The initial level of Hamilton Anxiety scores is low relative to the high scores on other measures (e.g., BAI and STAI) and compared with other studies. The reliability check revealed a difference of about 5 points between the two assessors. No adjustment has been made to scores, as it is not known whether the discrepancy would remain constant at different levels of anxiety. Nate CBT = cognitive behavior therapy; BT = behavior therapy; WL = waiting list. BAI = Beck Anxiety Inventory; STAI = State Trait Anxiety Inventory; Leeds = Leeds Scales for the Self-Assessment of Anxiety and Depression; 0-8 self = 9-point rating scale rated by patient; 0-8 assessor = 9-point rating scale rated by assessor; Hamilton = Hamilton Anxiety Scale; BDI = Beck Depression Inventory; DAS = Dysfunctional Attitude Scale; CCL = Cognition Checklist; SPQ = Subjective Probabilities Questionnaire; FNE = Fear of Negative Evaluation Scale. Note. CBT = cognitive behavior therapy; WL = waiting list; BT = behavior therapy. BAI = Beck Anxiety Inventory; STAI = State-Trait-Anxiety Inventory; Leeds = Leeds Scales for the Self-Assessment of Anxiety and Depression; 0-8 self = 9-point rating scale rated by patient; Hamilton = Hamilton Anxiety Scale; 0-8 assessor = 9-point rating scale rated by assessor; BDI = Beck Depression Inventory; DAS = Dysfunctional Attitude Scale; CCL = Cognition Checklist; SPQ = Subjective Probabilities Questionnaire; FNE = Fear of Negative Evaluation Scale; Dash = nonsignificant.
cantly during this interval. None of the changes between the end of treatment and the 6-month follow-up assessment were significant, indicating that improvement during treatment was maintained during this period. Six months after the end of treatment, patients in the CBT group had improved significantly on every measure. Those in the BT group had not improved on the measure of trait anxiety, on two measures of depression, and on four out of six measures of cognition.
Clinical significance of the degree of change. The above results indicate that CBT was more effective than BT. However the degree of change achieved in each treatment is unclear without an agreed upon measure of clinically significant change and without normative data for relevant nonanxious populations. Good outcome was therefore defined operationally as a score of less than 10 on the Hamilton Anxiety Scale, less than 10 on the BAI, and 6 or less on the Leeds Anxiety Scale (i.e., within normal ranges on the two former scales and below the cutoff that distinguishes anxious from nonanxious populations on the Leeds scale). After treatment 32% of the 19 patients who received CBT and 16% of the 19 who received BT met this criterion. Six months later the proportions were CBT = 42% and BT=5%.
At the more limited long-term follow-up assessment, which was carried out 11-24 months after treatment had ended (M = 17.5 months), 58% of the patients in the CBT group compared with 21 % in the BT group had received no additional treatment for anxiety. During the same period, 37% of the patients in the BT group had received extensive additional treatment compared with only 11 % in the CBT group. Comparison of these two subsamples reveals a significant group difference (<t> = -0.50; p = < .05, Fisher's Exact Probability test). Two patients in each group had improved again after a few extra booster sessions or telephone calls to their therapist.
Additional Information
Demoralization. Mean demoralization scores at the start of the study were CBT = 6.86; BT = 5.46; WL = 5.33 (i£., the majority of patients described themselves as very demoralized).
Mean scores after treatment were CBT = 3.00; BT = 4.62; WL = 4.92. Six months later they were CBT = 2.29 and BT = 4.50. An ANCOVA showed significant differences between groups after the first assessment (there being no significant difference between the BT and the WL groups). At the posttreatment assessment, patients in the CBT group were less demoralized than both those in the WL (p < .01) and those who had received BT, F(2, 35) = 10.59, p < .05. Scores from the BT and WL groups did not differ significantly. Six months later the two treatment groups still differed significantly, F(l, 21) = 13.13, p < .01. Ratings of self-confidence were similar. ANCOVAs show significant group differences after treatment: F(2, 35) = 8.36, a group difference that just misses significance 6 months later, F(\, 21) = 4.01, p = .058. Ratings from the CBT group of the degree to which symptoms were undermining self-confidence fell from 6.07 to 2.57 during this period. Those in the BT group changed less: from 5.69 to 3.80. Problem ratings. Many of the problems identified at the start of the study were no longer considered relevant at the subsequent assessments. Because the predominant concerns of patients with GAD change over time, it is difficult to define problems for which ratings provide useful information when repeated after treatment.
Panic attacks. Before treatment the majority of patients had experienced at least one panic attack: CBT = 14; BT = 12; WL = 12, but only 4 fulfilled DSM-II1-R criteria for panic disorder as a secondary diagnosis. Six months after the end of treatment, 4 patients in the CBT group and 7 in the BT group had experienced a panic attack during the past month.
General Functioning
Data are available from about 60% of the sample. All patients were rated as functioning relatively poorly initially: CBT = 2.33 (n = 12); BT = 2.55 (n -II). After treatment their functioning had improved: CBT = 5.6 (n = 12); BT = 4.6 (n = 9). This improvement was maintained for at least 6 months: CBT = 6.3 («=12);BT=4.7(/r = 9).
Medication
At the start of the study, 47% of the patients in the two treatment groups were taking anxiolytic or hypnotic medication or both. There was no difference between the groups in the frequency of drug use. After treatment, 24% were still taking medication, and 6 months later this had fallen to 15%, by which time every patient had reduced the dose. By the end of the study, only 3 patients (1 in the CBT group and 2 in the BT group) were still taking medication on a regular rather than on an occasional basis.
Discussion
The results of the study show a consistent pattern of change supporting the superiority of CBT over BT for patients suffering from moderately severe GAD. Six months after the end of treatment, patients who had received CBT differed significantly from those who had received BT on half the measures of anxiety, 1 out of 4 measures of depression, and 5 out of 6 measures of cognition. After treatment, patients who had received CBT differed significantly from those in the waiting list on all but 1 of the 16 main measures. In contrast, those who had received BT differed from waiting list patients on only 4 of these measures.
Two patients had to be withdrawn from BT when they became increasingly depressed, and 3 more dropped out of treatment. There was no such attrition from the CBT group. Data for those who were withdrawn were included in the analyses of posttreatment data hut could not be included in the analysis of follow-up data. The 3 patients who dropped out requested treatment subsequently and were found not to have changed since their original referral. Therefore it is unlikely that they dropped out because they had improved, and these data may underestimate the difference between the groups. The proportions of patients who received further treatment after the study ended confirms this impression.
Patients judged the treatments to be equally appropriate, and there were no differences in outcome expectancy either before treatment or after four sessions. Independent ratings of a random sample of therapy tapes, made both in England and in Holland, indicate that the treatments were administered well. There were no group differences in ratings of the more general characteristics of treatment such as the degree of session structure, collaboration, or personal effectiveness; and the treatments differed clearly and appropriately in their specific characteristics. No effects of therapist were found.
Before we consider the implications of these findings, we should remember that patients in the BT group improved significantly during treatment on all but one measure of anxiety and maintained this improvement for the following 6 months. The mean number of treatment sessions was less than the maximum (12) in both groups, showing that some patients in the BT group as well as in the CBT group were discharged early Such early discharge should not be confused with attrition, as it occurred only when the patient's problem was thought to have resolved. These results do not reveal whether all patients improved a little or whether some resisted change whereas others responded well. Further information about the processes in- 4.5*« 2.6* 4.8"* 1.0* 2.9** 1.2 4.4*" 0.8 4.1*" 1.7 6.8*"
5.4*"
Note CBT = cognitive behavior therapy; BT = behavior therapy; WL = waiting list. BAI = Beck Anxiety Inventory; STAI -State-Trait Anxiety Inventory; Leeds= Leeds Scales for the Self-Assessment of Anxiety and Depression; 0-8 self = 9-point rating scale rated by patient; 0-8 assessor = 9-point rating scale rated by assessor; BDI = Beck Depression Inventory: DAS = Dysfunctional Attitude Scale; CCL = Cognition Checklist; SPQ = Subjective Probabilities Questionnaire; FNE = Fear of Negative Evaluation Scale.
volved in change and of predictive factors will be reported in a second paper (Butler & Anastasiades. 1991) .
The four subsidiary questions mentioned in the introduction will now be considered. Although cognitive change occurred in both groups, it was greater after CBT. There was a tendency for these differences between the groups to increase with time since treatment. Thus the treatment groups differed significantly on only two out ofsix measures of cognition after treatment but on five out ofsix measures 6 months later.
Measures reflecting long-standing patterns of thinking (e.g., dysfunctional assumptions) changed in both groups during treatment but changed slightly more in the CBT group. During follow-up, this difference increased, and after 6 months the scores of the CBT group on the Dysfunctional Attitude Scale were significantly lower than those of the BT group. The same trend was seen in the measure of the longer term aspects of anxiety, trait anxiety, suggesting that the full extent of change in this variable may not be apparent for considerable time after treatment.
The prediction that CBT would reduce depression as well as anxiety in patients who had both symptoms was supported moderately well by our findings. The BDI score of patients in the CBT group fell from 21 initially to under 9 (i.e., into the nondepressed range) at both the subsequent assessments. The BDI score of patients in the BT group fell from 19 initially to 13 (i.e., still mildly depressed) at follow-up, but the data from 4
patients was missing at follow-up, and 2 were withdrawn because they became seriously depressed. The mean BDI score for these 4 patients was 25.5 when they were last assessed, so the BT score at this point was probably underestimated.
Finally, there was some indication that patients in the CBT group were more resistant to early relapse: Fewer received additional treatment after the study ended. The findings, unlike those reported by Borkovec and Mathews (1988) , show a clear advantage for CBT over well-designed and well-administered behavior therapy. Patients were lost, because they were depressed or for other reasons, from BT but not from CBT.
However it may not be necessary to give the standard form of CBT in order to achieve this degree of improvement in GAD. Patients who received anxiety management (AM) in our previous study improved to a similar degree. Comparative data is available for three ratings: the STAI-Trait scale, the Leeds Anxiety Scale, and the Hamilton Anxiety Scale. Unfortunately, differences in the ratings made by the two assessors invalidate comparisons on this last scale. Mean percentage changes on the STAI-Trait scale were BT = 14.2%; CBT = 37.3%, and AM = 33.8%. Changes on the Leeds Anxiety Scale were BT = 36.6%; CBT = 46.1%, and AM = 56.5%. These figures are interesting but must be interpreted cautiously because patients were not allocated randomly between the two studies and because patients who had had symptoms continuously for more than 2 years were excluded from the first study. (The intention was to ensure that patients with personality disorders were not confused with GAD patients.) Thus, the first group of patients may have been easier to treat than the sample reported in this article, many of whom had particularly long-standing difficulties. This is one of the few studies in which it has been shown that one form of psychological treatment is more effective than another as a treatment for GAD. There are several possible reasons. First, it is more difficult to deal with additional problems such as depression and social anxiety using purely behavioral methods. Second, cognitive techniquescan be readily and effectively deployed to overcome reservations about treatment and low motivation. Third, cognitive methods deal with worry, or ways of thinking that generate anxiety, as well as with its consequences (symptoms such as high tension, avoidance, and loss of confidence). Finally, the procedures used to reduce error variance, such as double-checking the integrity of treatment, denning the processes common to psychological therapies, and demonstrating that these did not differ between CBT and BT, were demonstrably effective.
